oped an effective implementation strategy for facilitating the adoption of mental health EBPs for rural CHCs.
Although mental health outcomes are equally poor in rural and urban areas, quality improvement (QI) strategies should not necessarily be the same. 4 Because of the lack of mental health specialists in rural areas, one promising approach to improving mental health outcomes is to help rural PC providers deliver EBPs. 2, [4] [5] [6] Compared with urban areas, PC providers in rural areas play an even greater role in the de facto mental health care system, 6 -8 yet rural PC providers frequently lack the expertise, time, and resources to effectively treat mental health and substance use disorders.
The relatively large patient panels of rural PC physicians 9 and short encounter times 10 make it challenging to provide highquality mental health care during an encounter with multiple competing demands. 11 Moreover, the linkages between rural PC practices and distant specialty mental health care practices are weak in most rural areas, making referrals infeasible, 10 and use of off-site mental health specialists unlikely. 12 Another major barrier to implementing EBPs in small rural clinics is that efficacy and effectiveness researchers typically design and test EBPs in large urban clinics. Thus, the efficacy and effectiveness trials that constitute the evidence base are not necessarily generalizable to rural clinics serving disadvantaged populations, and the interventions are not necessarily feasible to implement. Organizational theory and experience suggests that adaptation to local context is critical to adoption and sustainability. [13] [14] [15] [16] Because researchers cannot conduct randomized, controlled trials for every intervention in every possible clinical setting, it is necessary for CHCs to develop an internal capacity to adapt EBPs based on their own preferences, needs, and capacities, and to evaluate the clinical impact of adoption using locally collected data. Moreover, the availability of timely, locally collected outcomes data should promote EBP sustainability, perhaps even more than external data from published randomized, controlled trials. 17, 18 However, small rural clinics often lack the centralized infrastructure (e.g., dedicated staff with QI or evaluation expertise) needed to coordinate implementation evaluation efforts. 19, 20 In this article, we describe the conceptual components of an implementation partnership that focuses on the adaptation and adoption of mental health EBPs by rural CHCs in Arkansas.
Although the overarching conceptual components of this imple mentation partnership would be the same in urban CHCs, we focus on rural CHCs because of the higher level of adaptation required in those settings. With funding from the 
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Methods
The conceptual model for this rural implementation partnership is presented in Figure 1 . Partnership building is guided by the principles of the evidence-based community partnership model. 22 Implementation strategies are based on the PARiHS model, 30 including facilitation via the evidencebased QI (EBQI) model. 31, 32 Implementation outcomes are measured using the RE-AIM framework. [33] [34] [35] [36] Facilitation processes and implementation outcomes both reciprocally influence the success of the partnership. The evaluation of the implementation partnership itself is guided by the principles of shared decision making. 37 This project received approval from the UAMS Institutional Review Board.
Partnership Building
One of the main barriers to EBP implementation has been the lack of collaborative efforts between academic researchers and community stakeholders, and the subsequent failure of researchers to address community needs. 23 The conceptualization of the implementation partnership is based on Wells' evidence-based community partnership model, which "differs from a fully participatory process, which could lead to more sustained change, but not necessarily to use of evidence-informed strategies." This integrated model blends the traditions of EBQI and participatory research.
22
The implementation partnership is structured according to the 12 guiding principles outlined by Jones and Wells:
(1) shared decision making and power between academics and community stakeholders, (2) The structure of the implementation partnership includes a steering committee, EBQI teams (focused on specific clinical disorders), two advisory boards and six support cores:
(1) clinical training core, (2) data and technology core, 
PARihs Implementation Framework
In this study, we use the PARiHS framework to guide our implementation strategy. 30 The PARiHS framework proposes that successful implementation of EBPs is a function of 1) evidence, 2) context, and 3) facilitation. 45 Researchers have traditionally considered evidence to be the clinical outcomes of interventions tested in randomized controlled efficacy trials and then reevaluated in effectiveness studies conducted under "realworld" conditions. 21 We adopt Sackett's definition of evidence- 46 We adopt this definition for our proposed participatory research because it weighs equally the importance of research findings and clinical experience. We also argue that clinicians and policymakers will be more likely to rely on locally generated "practice-based evidence" than on the scientifically generated evidence base. 66 This finding suggests that the bottom-up approach has the best potential for QI, but is subject to substantial variation depending on local climate, culture, and capacity. 66 Based on these findings, the EBQI model was developed; it involves both centralized strategic decision making and local tactical decision making. 67 There is a growing consensus among implementation experts [68] [69] [70] and frontline clinicians and managers 66, 67, 71 that QI strategies that incorporate both top-down and bottom-up approaches hold the most promise for sustained implementation of EBPs.
In EBQI, both researchers (clinical experts, imple mentation experts) and local staff participate fully in the QI process, with the researchers facilitating rather than dictating implementation efforts. 66, 67, 71 Thus, EBQI is intended to foster a researcher-clinician partnership that promotes buyin. 72, 73 While emphasizing the involvement of outside experts and empirical evidence, EBQI stresses that an organization's own healthcare professionals and staff are best positioned to improve their systems. 72 Clinicians and administrators contribute local knowledge needed to tailor the evidence-based practice for their own particular needs and organizational capabilities.
Researchers contribute knowledge of the evidence base and tools needed for successful implementation. In addition to providing expertise, researchers in the EBQI model also facilitate problem solving and provide ongoing technical support. EBQI also emphasizes continuously revising the adapted evidence based practice based on feedback during plan-do-study-act cycles, and thus should lead to adapted EBPs that are robust, user friendly, and feasible to deploy in real-world practice settings.
evaluation of Implementation outcomes
The evaluation of implementation outcomes is based on the RE-AIM Framework (Reach, Effectiveness, Adoption, Implementation, Maintenance). [33] [34] [35] [36] Adoption represents the absolute number/proportion of staff who use the EBP. 33 Reach represents the absolute number/proportion of eligible patients who receive the EBP. 33 Implementation represents the fidelity of the EBP as implemented in routine care. 33 Effectiveness represents the clinical impact (on patient outcomes) of the EBP as implemented in routine care settings. 35 Maintenance represents the degree to which the implementation of the EBP is sustained. 33 To have an impact on health of the target population, an EBP must be adopted by providers, reach a large proportion of the targeted patient population, be implemented with fidelity, effectively improve outcomes, and be maintained after research funds are withdrawn. Table 1 , we display how both the implementation framework and evaluation is used in an example demonstrating the implementation of an EBP for alcohol use disorders in rural CHCs.
evaluation of Partnership
We are conducting a formative evaluation of the implementation partnership. Ongoing evaluation enables us to deter mine which elements of the partnership are success ful and which need improvement. We use data from the formative evaluation to revise the activities and policies of the partnership to make it function more effectively/equitably. The formative evaluation Inclusion of expert consultants knowledgeable in brief interventions for AUDs.
Context
Researchers will conduct site visits involving key informant interviews and surveys to understand the context of each individual clinic.
Interviews with providers will collect information about current clinic procedures for detecting and managing AUDs, how well these clinic procedures are working and how to improve these procedures.
Interviews with patients with identified AUDs will elicit their experiences and preferences concerning receiving assistance with their drinking.
Facilitation using evidence-based quality improvement (EBQI)
Plan -Based on the needs assessment, UAMS researchers will develop an implementation template that will sequentially outline the decisions and tasks needed to adapt and implement the EBPs. The EBQI Team will need to integrate the brief alcohol intervention protocols into existing care manager activities.
Do -Each individual CHC will select one provider in one clinic to Pilot the adapted EBP, for a total of six pilot PC providers. The adapted EBP will be piloted for at least 6 months. Different EBPs may be piloted at each site. Spread of innovations developed at each clinic could naturally happen in monthly statewide meetings of providers involved in the implementation partnership.
Study -UAMS researchers will conduct a formative evaluation during the Pilot and report findings to the EBQI Team. Grand tour questions for providers will include: "What is working and not working with the screening program?" "What is working and not working with the brief intervention program?" Grand tour questions for patients will include: "What are your overall impressions of the screening and brief alcohol counseling program?" Which aspects of the screening and brief alcohol counseling program were helpful? Which were unhelpful? And why?"
One month after a positive screen, quantitative data will be collected about whether: 1) they were advised by their PC provider to reduce drinking; 2) contacted by a nurse to provide on-going monitoring and counseling; and 3) referred to an alcohol treatment program. Community Health Centers of Arkansas evaluation staff will compile and report these patient-level outcomes to the EBQI Team.
Act -During bimonthly EBQI meetings, the UAMS researchers will provide qualitative feedback to the team from the semi-structured interviews and quantitative feedback from the patient outcome reports. The EBQI members will discuss these results and will make refinements to the adapted EBP for AUDs. Innovations from other partnership sites might be added if they are appropriate to a site's context, climate, and culture.
Implementation outcomes evaluation framework (RE-AIM)
Examples: Evaluation of Implementation of an EBP for Alcohol Use Disorders (AUDs)
Provider adoption Adoption will be defined as the percent of PC providers who screen their patients and provide advice, brief counseling, outcomes monitoring, and/or referral to those screening positive.
Patient reach
Reach will be defined by the percent of patients screened for AUDs and the percent of those screening positive who received advice to reduce intake, brief counseling, outcomes monitoring, and/or referral for special alcohol treatment.
Implementation fidelity Fidelity will be defined as the accurate scoring of screeners and concordance with brief intervention protocols.
Clinical effectiveness Effectiveness will be measured using a site-level randomized study design. qualitative analysis methods, we utilize rapid content analysis techniques so that we can feedback information to the steering committee in real time. 74, 75 We will also conduct ongoing formative evaluations the EBQI process during the implementation initiatives to insure that they operate efficiently and equitably. We define the EBQI is at an acceptable level, and (6) all stakeholders report high levels of satisfaction with the process. 14, 43, 44 To explore these issues, we conduct interviews with the members of the EBQI teams. Again, we utilize rapid content analysis techniques so that we can feedback timely information to the EBQI Teams and inform their implementation process in real time. 74, 75 For the goal of developing an internal capacity for evaluation, the steering committee sets yearly goals for CHC staff taking methods courses, receiving training from UAMS faculty, and conducting valid evaluations of the implementation initiatives. We will interview UAMS research faculty conducting the trainings regarding the progress of CHC staff and evaluate data analyses conducted by CHC staff for completeness/accuracy.
ConClusIons
Previous efforts to implement EBPs for depression in
CHCs have proved challenging. For example, the Institute for Health Improvement's Breakthrough Series model used a series of learning sessions and action periods to implement chronic care models for specific disorders, including a depression collaborative. 76 The Breakthrough Series allowed CHC staff to consult with national experts and learn from each others' experiences implementing the chronic care models.
For the depression collaboratives, CHCs collected data on performance measures (e.g., documented PHQ9 reassessment, and 50% reduction in PHQ9 score). The initial outcomes of the Institute for Health Improvement Depression Breakthrough Series were good 77 ; however, the CHCs sustained few of the depression care improvements over time. 78 Considering these less than optimal outcomes, the field clearly needs to develop, test, refine, and disseminate new and more intensive QI models for deploying mental health EBPs in CHCs, especially those serving rural populations. 79 In this paper, we have presented a conceptual model that integrates seven separate frameworks. By integrating these various frameworks into a meaningful conceptual model, we hope to develop a successful implementation partnership between an academic health center and small rural CHCs to achieve and sustain improvements in mental health outcomes. 
